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GEOGRAPHICAL variations in incidence patterns are the principal basis for epidemiological studies on the role played by environmental factors in the development of cancer (Chaklin, 1962; Doll et al., 1966; Dom and Cutler, 1955; Dunham and Dorn, 1955; Graham et al., 1963; Laurent et al., 1964; Muir, 1963; Taylor, 1963) .
In relation to breast cancer, of interest are the differences in incidence between countries (Azar, 1962; Dunham and Dorn, 1955; Lilienfeld, 1963;  Segi, 1955; Shimkin, 1963) as for example the high incidence in Denmark (Segi aind Kurihara 1964) , the low in Japan (Segi, 1957) or the incidence in U.S.A. which is twice as high as that in Chile and six times as high as that in Japan (Hirayama and Wynder, 1962) .
There are also differences in the incidence patterns of breast cancer between various ethnic and social groups within the same country (Dorn and (Bertini and Ber, 1964; Stewart et al., 1966) . Official statistics for the years (Steinitz, 1967) show a breast cancer morbidity rate of 63-6/100,000 in women of Western origin, of 36-3 in Israeli-born and of in women of Asian origin. Within the latter population group, the incidences were in Iraqis and only in Yemenites, the latter being much lower than that reported for Japanese women generally considered to be the lowest in the world (Segi, 1955; Segi and Kurihara, 1964) .
The differences between the various ethnic groups are particularly pronounced in the selected a-ye -aroups [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] and 45-74. Thus, in women of Occidental origin the morbidity rates were 59-5 and 188-9 respectively for the two age groups whereas in those of Asian origin they were 30-4 and 67-4 (the rates for Iraqis in the mentioned age groups were 49-4 and 67-3 and for Yemenites and 32-0 Steinitz, 1967) .
According to the Health Insurance statistical data for the period 1960-64, there were 132-5 cases of breast cancer and 122-7 cases of benign mastopathy per I 00 . 000 insured women of Western origin aged above 45 as against 37 -5 and 43 -4 for the two pathological states respectively in Eastern women at these ages.
Notable differences in incidence rates have also been observed between different social strata within the same country (Hueper, 1962; Lilienfeld, 1963) . Khanolkar (1955, 1961) reported that in India the relatively well-to-do Parsees have a higher frequency of breast cancer than the poorer Deccani Hindus. Similar differences have been reported also in Finland between Fi-nns and the nomadic Lapps (Finnish Cancer Register, 1953-56) and in Japan between high and low income pop-glation groups (Segi, 1955; Wynder et al., 1960) . These (hormonal, operations dc.) .
Data on the patients were obtained from records of the hospitals, from mammary disease clinics and surgical departments. When necessary, the data were completed from the records of pathology and radiology departments and from follow-up controls of the patients (MacMahon et al., 1960) .
The data were coded on IBM cards and analysed statistically (chi square X2 " and "t " tests). Differences were considered significant at the level of P < 0-05. In view of results obtained in a previous study (Bertini and Ber, 1964) When the selected age groups were compared (Table IV) it was found that in all the age groups of both patients and controls the percentage of women with more than 9 years education was significantly higher (P < 0-001) in Westerners and Israeli-born than in the Orientals*. In Westerners, in all the selected age groups, the percentage of women with more than 9 years' education was significantly higher (P < 0-001) in patients than in controls and higher in cancer patients than in benign mastopathy patients (P < 0-01-0-05). In Orientals the same trend existed but the differences were not statistically valid. The only significant differences (P < 0-01-0-02) were found in the age groups 30-39 and [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] in which the percentages of women with more than 9 years of education in the benign mastopathy patients were higher than in controls.
* Since no differences were found between Westerners and Israeli-born they were combined in Tables IV and VII When the Oriental ethnic groups were compared it was found that among Iraqi women of the control group 10-4% were illiterate as compared to 43-8% among Yemenites (Table V) It should be noted that in all three groups investigated (cancer, benign mastopathy, controls) the percentage of Western women belonging to category I was significantly higher than that of Orientals, while the opposite was true for those belonging to category 5. In both ethnic groups the percentage of patients belonging to category I was significantly higher than that of the controls. In the Western population the percentage of women in category I was significantly higher in the group of benign mastopathy patients than in the cancer patients while no statistically valid differences were found in this respect between the two kinds of patients in the Oriental population.
When selected age groups were compared, it was found (Table VII) that in both patients and controls and in all the age groups investigated the percentage of Western women belonging to category 5 was significantly smaller (P < 0-05-0-001) than that of Orientals while the opposite was true (P < 0-05-0-001) for category I with the only exception of cancer patients in the age group 30-39. In Westerners of age groups 30-39 and 40-54 the percentage of women belonging to category I was significantly (P < 0-05-0-001) higher in patients than in controls, while in the age group 55-64 only the difference between cancer patients and controls was significant (P < 0.05). In the Orientals the percentage of women belonging to category I was much higher (P < 0-001) in patients than in controls in age groups 30-39 and 40-54, while in the oldest age group the differences in this respect were not significant. Among Westerners in all the selected age groups the 'percentage of women belonging to category 5 was significantly higher in controls than in benign mastopathy patients (P < 0-001) but the differences between controls and cancer patients were in this respect non-significant. In the Orientals belonging to category 5 significant differences (P < 0-05-0-001) were found only in the Kallner, 1965; Steinitz, 1967) . In view of the importance of this factor it should be of interest to study the dietary differences between the other ethnic groups in relation to their breast cancer morbidity.
Naturally, it can be expected that with time the living conditions among Yemenites will change in thei-r process of adaptation to the cultural and economic standards of the country. The second generation will thus be living under completely different conditions and, therefore, a separate investigation of the possible effect of the environmental changes in this group, as well as in other Eastern ethnic groups, on the breast cancer incidence rate seems imperative.
The data of Kallner (1965) and of Steinitz (1967) already point to a significantly faster increase in breast cancer mortality rates in recent years in the Oriental population than in the Western.
Of special epidemiological significance is the similarity in the differences in educational and socio-economic status between groups of high and low breast cancer susceptibility, between Westerners and Orientals, between the old and new generations, between Iraqis and Yemenites and between mammary disease patients and controls in all the groups investigated.
All the Oriental groups with a low incidence of breast disease are of low educational standards. A relatively high percentage of the women of the first generation in these groups are still illiterate or lack a regular education. Furthermore, most of the young women possess only a grammar school education (a very small minority only of them attended high school).
The differences in socio-economic conditions between the Western and Eastern populations are also striking. Most of the women in the latter population group belong to category 5 (unskilled workers). By contrast, of higher socio-economic levels (parallel to cultural and educational levels) is the population with a high breast cancer risk, namely, Westerners, Iraqis, and the second generation of immigrants of Eastern origin, as well as the breast disease patients. These differences were found to be statistically highly significant. Similar results were reported by Khanolkar (1961) who determined breast cancer frequencies among various socio-economic groups in India, and by Segi (1957) in Japan. These countries are known for their particularly low breast cancer incidence. Comparable observations were communicated also by Laurent et al. (1964) in Iraq, by Stocks (1955) in England and by Schwartz et al. (1958) 
